Background:
The efficacy of some rheumatoid arthritis (RA) therapies is reduced among patients who are smokers. Objectives: This post-hoc analysis of two phase 3 studies assessed the effects of patient smoking status on the response to baricitinib treatment in patients with RA. Methods: In RA-BEAM (NCT01710358), patients with inadequate response to methotrexate were randomized to placebo once-daily (QD) (N=488), baricitinib 4 mg QD (N=487), or adalimumab 40 mg biweekly (N=330).
1 In RA-BUILD (NCT01721057), patients with inadequate response to conventional synthetic disease modifying antirheumatic drugs (csDMARDs) were randomized to placebo (N=228) or baricitinib (2 mg, N=229; or 4 mg, N=227) QD.
2 Patients continued background csDMARD therapy in both studies. This post-hoc analysis was conducted in the placebo (N=716) and baricitinib 4 mg (N=714) patients. Patientreported smoking status was categorized as current (smokers) or not current (non-smokers). Results: Among 1,430 evaluable patients who received placebo or baricitinib 4 mg, 290 (20.3%) were smokers. Smoking status at baseline did not affect the clinical results of treatment with baricitinib for 24 weeks; smokers who received Data are n (%). *mTTS data are from RA-BEAM only.
placebo were numerically less likely than non-smokers receiving placebo to achieve most clinical outcomes (Table) Background: Disabilities in daily living and quality of life are key endpoints to evaluate the outcome of treatment for rheumatoid arthritis (RA). Among factors that may contribute to good outcome are adherence (i.e., the extent to which patients' behaviors corresponds with agreed recommendations from their doctor) and health literacy (patients' understanding and use of health information). Objectives: The survey included a representative, nationwide sample of German physicians specialized in RA and patients with RA. The physician questionnaire included the disease activity score (DAS28) and medical prescriptions. The patient questionnaire included fatigue (EORTC QLQ-FA13), health assessment questionnaire (HAQ), quality of life (SF-12), health education literacy (HELP), and patients' listings of their medications. Methods: Adherence was operationalized in various ways: patient-reported (CQR5), behavioral (correspondence between physicians and patients listings of medications), physician-assessed (five-point rating scale ranging from 1=very adherent to 5=not at all adherent) and a combined measure of physician rating (1= very adherent, 0 = less adherent) and the match between physicians' prescriptions and patients' accounts of their medications (1 = perfect match, 0 = no perfect match), leading to three categories of adherence: high, medium and low. Linear regressions were calculated using HAQ and SF-12 (physical and psychological) as dependent variables and adherence, health literacy and the set of demographic and clinical variables as predictor variables. Results: A total of 708 pairs of patient and physician questionnaires were analyzed. The mean age of the patients, of whom 73% were women, was 60 years (SD=12). Multiple regression analyses show, that health literacy is an independent predictor for HAQ and both SF-12 scales. Adherence by doctor is an independent predictor for both SF-12 scales while the adherence composite score is an independent predictor for HAQ and SF-12 psychological. Taking all 4 rheumatoid medications as prescribed is an independent predictor for HAQ and SF-12 physical. All models
